adjusting for all significant covariates, only the "talking with providers" domain on TRAQ remained statistically significant. CONCLUSIONS: Adults with GC who score high on "talking with providers" domain of TRAQ report better sexual satisfaction. This finding could be explained by improved self-advocacy among this group that could potentially result in better treatment of their underlying sexual dysfunction.
INTRODUCTION AND OBJECTIVES:
The modern reconstruction of classic bladder exstrophy (CBE) permits now a focus on functional outcomes, such as urinary continence. But reports of continence outcomes have been limited to small series of homogeneous patients. Herein, the authors present surgical approaches to urinary incontinence and long-term continence outcomes after successful bladder repairs in a large heterogeneous group of CBE patients.
METHODS: A prospectively maintained institutional database of 1336 exstrophy-epispadias complex patients was reviewed for CBE patients who have undergone both a successful bladder closure from 1975 to 2017 and a subsequent procedure to establish urinary continence.
RESULTS: A total of 433 patients were found to have successful bladder closure and procedure for urinary incontinence. The primary closures were performed at a median of 2 days (range 0 days -7.9 years), of which 309 (71%) were successful. The remaining 124 patients required more than one closure. In total, 240 patients (61%) underwent pelvic osteotomy during their primary or repeat closure. A bladder neck reconstruction (BNR) was the most common initial technique, used in 317 patients (73%) at a median age of 5.1 years (range 1-17). However, 77 of these patients (24%) underwent other surgical techniques, and 31 (10%) underwent repeat BNR. Thus, at last follow-up, 192 (44.3%) and 46 (10.6%) patients maintained a BNR with and without augmentation, respectively. A total of 173 (40%) maintained a continent urinary diversion (CUD) after a bladder neck transection (BNT). And the remaining 22 (5%) employed other urinary diversions. The median follow-up time from last continence procedure was 5.5 years (range 1.3-33). A total of 350 patients had their continence assessed, of which 269 (77%, CI [72] [73] [74] [75] [76] [77] [78] [79] [80] [81] ) were identified as continent. In the 167 evaluated BNR patients, 102 were continent (61%, CI [53] [54] [55] [56] [57] [58] [59] [60] [61] [62] [63] [64] [65] [66] [67] [68] ). In the 133 patients evaluated after BNT and CUD, 127 were continent (96%, CI [90] [91] [92] [93] [94] [95] [96] [97] [98] ). When adjusting for sex, primary closure outcome, and osteotomy, and multivariable logistic regression revealed that only older age over at evaluation was significant for predicting continence in BNR patients (OR 1.3, CI [1.2-1.4]; p<0.007).
CONCLUSIONS: In the era of modern reconstruction of CBE, a majority of patients will be continent of urine following a successful bladder closure but multiple continence procedures may be required. In select patients, BNR may be used for urinary continence. However if BNR fails or the patients are not candidates for BNR, most will be continent by CUD after BNT. Patients with neuropathic bladder dysfunction associated with spina bifida are typically diagnosed and initially treated by pediatric specialists. Abrupt transition of care to adult practices, often at age 18, has been hypothesized to compromise patient care. However, we lack robust data to support this idea. We hypothesize that if patients lack adequate transitional care, they are more likely seek care in the emergency room during this period for non-urgent issues that do not require hospital admission. Therefore, we evaluated the use of emergency room (ER) care, hospital admissions, and trends in care before and after the age of 18 in children with spina bifida in Ontario, Canada.
METHODS: We conducted a retrospective population-based cohort study of patients with spinal dysraphism in Ontario, Canada. We included all patients with spina bifida turning 18 years old in Ontario between Jan 1, 2002 to Dec 31, 2011, with data available at least 5 years before and after the age of 18. The primary outcome was ER visits. Secondary outcomes included hospital admissions. We estimated primary and secondary outcomes using negative binomial growth curve models, adjusting for patient-level baseline covariates.
RESULTS: We identified 1,215 individuals diagnosed with spina bifida during the study period. Most of the cohort were females (N[660, 54.3%), and they lived within 50 km of a tertiary-care center (N[764, 62.9%) . 503 patients (41.4%) had a diagnosis of neuropathic bladder. The annual rate of ER visits progressively increased from 68 visits per person years at age 13 to 105 visits at age 23. The rate of hospital admissions decreased from 29 admissions per person years at age 13 to 20 at age 23. In adjusted models, age had a null effect (RR 0.99; 95%CI 0.98-1.02), however there was a significant increase in the relative rate of ER visits at age 18 to 23 (RR 1.14; 95%CI 1.03-1.27). Patients in the lowest income quintile (RR 1.31; 95%CI 1.07-1.61), those living further than 50 km from a tertiary center (RR 1.42; 95%CI 1.16-1.73), those diagnosed with neuropathic bowel (RR 1.23; 95%CI 1.08-1.41) or bladder (RR 1.20; 95%CI 1.03-1.40), and those requiring mobility aids (RR 1.76; 95%CI 1.08-2.86) all had increased rates of ER visits.
CONCLUSIONS: In children with spina bifida, the rate of ER visits increased significantly from age 18 to 23 relative to age 13 to 18, while hospital admission decreased over the same time. Transitional care should aim to reduce non-urgent emergency room visits, especially in those patients at greater risk of seeking emergency room care.
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